Background. While palliative care is still often viewed as care for the final stage of life provided usually by specialist health care professionals, ideally, a palliative care approach would start at an earlier stage, with an important role being assigned to the family physician (FP). However, the description of what the FP's tasks would be in the integration of a palliative care approach into the care continuum remains vague. Objective. To explore the views of FPs, nurses and patients about the tasks of the FP in palliative care for people with a life-limiting illness from diagnosis onwards. Methods. We performed 18 interviews with people with cancer, organ failure or dementia and 6 focus groups, 4 with FPs and 2 with community nurses. Analysis was guided by a thematic content analysis procedure to categorize perceived tasks into overarching themes. Results. The tasks attributed to the FP could be categorized into four roles: FP as (i) available medical expert, (ii) communicator, (iii) collaborator and (iv) life-long learner committed to improving their palliative care competencies by training. Some perceived tasks varied depending on the different phases of illness (such as around diagnosis), while others were applicable throughout the whole illness course. Participants mostly had the same perception of the FPs' tasks, but there was disagreement on, for example, the timing of care planning. Conclusion. Our results help to elucidate the tasks and roles required of FPs to make integration of a palliative care approach into the care continuum possible.
Introduction
People with chronic life-limiting illnesses form an increasingly large patient population that experiences complex symptoms and care needs (1) . Palliative care intends to improve the quality of life for these patients, and awareness and evidence is growing that an early palliative care approach would benefit people with any type of chronic life-limiting illness (1, 2) . This implies that much of the care would not be met by 'specialist' palliative care but by other generalist caregivers such as the family physician (FP) (3, 4) .
Although the concept of FPs providing palliative care, which is integrated into the continuum of care, is accepted at a theoretical level [for example in the latest World Health Organization (WHO) resolution on palliative care] (3, 5) , little is known about how it is perceived and experienced by people directly involved in it such as FPs, nurses and patients. Moreover, although important organizations such as the WHO state that palliative care is applicable from the early stages of the disease, previous studies seem to have focused on palliative care during the final months of life, thereby excluding the earlier stages of the illness course in which a palliative care approach by FPs may play an important role (6, 7) . There is an almost complete absence of evidence examining what primary care can contribute and what roles FPs should have to provide early palliative care in primary practice. Because the delivery of palliative care in primary care is interdisciplinary, often involving other caregivers next to FPs, such as community nurses or nurses specialized in palliative care, the view of nurses on the role of the FP is very important. Studies on patient perceptions about palliative care in primary care are particularly scarce (7) . Delineating and clarifying the tasks for FPs in early palliative care remain a challenge to palliative care as well as to health care policies in the many countries that are striving to support the patient in a home environment and through primary care.
This study aims to explore the views of FPs themselves, of those receiving care from FPs and of community nurses who assist and cooperate with the FP (8, 9) , about the tasks of the FP in palliative care from diagnosis onwards. The following specific research questions are addressed: What do FPs, community nurses and people with a life-limiting illness perceive as the role and the tasks of a FP in tackling the palliative care needs of those with cancer, organ failure or dementia? Do these attributed tasks differ according to the timing in the illness course?
Method

Design
A qualitative design was adopted using focus groups and semi-structured interviews. Because of the multidisciplinary nature of palliative care and the importance of patient centredness, we interviewed people from different disciplines and background that look at the issue from different perspectives. This stimulates the provision of rich and experiential information. By using separate focus groups with FPs and nurses and individual interviews with patients, all participants could speak more freely. These methods are particularly preferred for gathering in-depth understanding of the complex mechanisms of a contested topic such as palliative care and life-limiting illnesses (10) . This article follows the consolidated criteria for reporting qualitative research from the consolidated criteria for reporting qualitative (COREQ) guidelines (11) (Appendix A).
Participants
FP and nurse participants
To recruit FPs, existing peer-review groups (geographically determined groups of FPs that meet regularly to discuss aspects of FP practice required for accreditation) were used. We recruited nurses for separate focus groups by contacting nursing institutions, independent nurses and nurses from palliative home care teams.
Patient participants
Because patients with various types of illness and also those early in their illness course may need palliative care delivered by their FP, we used a purposeful sampling method and created a heterogeneous sample in terms of the time frame between diagnosis and the end of life for patients with cancer and chronic obstructive lung disease (COPD), heart failure and dementia [three typical illness trajectories (12) described for people who often experience palliative care needs during their illness course]. Several recruitment methods were used: (i) patients who responded to an announcement in a newsletter to all members of a national health care fund, (ii) patients we contacted based on recommendations by hospital physicians related to our institution and (iii) patients we contacted after recommendation of palliative home care nurses who participated in our focus groups. Patients were included according to our inclusion criteria (Box 1).
Data collection
All interviews and focus groups were conducted in Dutch (the native tongue of the participants). The focus group discussions were moderated and observed by two experienced researchers, were conducted in meeting rooms and lasted 2 hours. Interviews with the patient, alone in his or her home, were conducted by KB. Interviews ranged from 45 minutes to two and a half hours.
The interview and focus group manual consisted of open-ended and supplementary questions that had to cover the following key areas: care needs (physical, psychological, social, spiritual etc.) from diagnosis onwards and tasks or expectations of the FP in handling these care needs (see online Supplementary Material). All focus groups discussed the care and care needs of the different life-limiting illnesses (cancer, COPD, heart failure and dementia). The interviewers did not use the term 'palliative' until participants used it to avoid placing too much emphasis on terminal care.
Data analysis
Focus group discussions and interviews were audio-recorded and transcribed verbatim. Analysis was guided by a thematic content analysis procedure (13) . The data were openly coded, i.e. line-byline review of the transcripts, with focus on 'tasks and no tasks of the FP' concerning the care for patients eligible for palliative care throughout the illness trajectory and not by only focusing on the terminal phase. KB and KVT independently coded all transcripts and codes were added, modified or merged where necessary. Next, overarching themes were deduced from the categories and 'roles' were deduced from the tasks attributed to FPs and then interpreted. The views from three perspectives, i.e. physicians, nurses and patients, were compared. The deduction of the categories and interpretation
Box 1. Inclusion criteria for patients
We interviewed only patients older than 18 years living at home with one of the following illnesses:
1. Cancer that was expected to lead to death in the short or long term; 2. COPD with a score from 1 to 4 on the Global Initiative for Chronic Obstructive Lung Disease Scale, i.e. everyone with the clinical diagnosis of COPD; 3. Heart failure with a score of 2-4 on the New York Heart Association Functional Classification, i.e. everyone with the clinical diagnosis of heart failure and 4. Dementia with a Mini Mental State Examination score of 10-26, i.e. everyone with the clinical diagnosis of mild to moderate dementia capable of doing an interview.
of the content were discussed in the multidisciplinary research team (investigator triangulation; two FPs, three psychologists and two medical sociologists). When coding saturation was judged to have been achieved, no further recruitment was deemed necessary. All analyses and discussion were performed in Dutch and translated into English for reporting. Qualitative data analysis software (QSR NVIVO 10) was used.
Ethical considerations
Ethical approval for this study was given by the Medical Ethics Commission of the Brussels University Hospital. We obtained written informed consent from all study participants.
Results
We performed 6 focus groups, 4 with FPs (n = 20) and 2 with community nurses (n = 12) ( Table 1) , and 18 interviews with patients ( Table 2) . The respondents identified a multitude of tasks in the data that could be attributed to the FP and we categorized these into four overarching 'roles': FP as (i) an available medical expert, (ii) a communicator, (iii) a collaborator and (iv) a life-long learner. During the analysis, we noticed that the perceptions of some tasks changed with different phases of the illness, while others were applicable throughout the complete illness course. Hence the findings could be categorized into five broader stage-related contexts: (i) around diagnosis, (ii) during treatment and follow-up, (iii) around acute episodes or exacerbations, (iv) during the terminal phase and (v) throughout the complete illness course. Within the themes we looked for agreement as well as divergence between the views of FPs, nurses and patients ( Table 3 ). The stages and the different perspectives are processed within the four roles described in the below sections.
FP as an available medical expert
All participants (except people with dementia) stated that after the specialist had initially communicated the diagnosis the FP should be able to clarify the diagnosis and the implications of the illness for the patient. During the treatment phase or follow-up period most patients expect their FP to read the medical information from their specialist. FPs, nurses and patients thought that it is the task of the FP to manage the physical symptoms and have knowledge of possible adverse effects of treatments. Some patients, however, stated that the involvement of a specialist in relation to illness-related symptoms is sufficient and FPs should not be involved.
Another important task of the FP, according to all respondent groups, is being available in case of emergency, such as an exacerbation of the illness or an acute complication. Being available includes unplanned and out-of-hours home visits, urgent treatment and decisions on emergency hospital admission.
The FP sees you more frequently in crisis situations, specialists don't do home calls, do they? So perhaps he is in a better position to estimate the impact of the pain, not the specialist. (respondent with lung cancer, female, 72) I once became really unwell. My neighbour went to fetch the FP. The FP gave me an injection. And she told me to keep calm, to lie down. Then in the evening, she said she had consultations to do, she said 'I'll come by again this evening'. And she did come back. Just to check how I was doing. Everything was fine.
(respondent with COPD, male, 72) FPs said they often give their personal telephone numbers to terminal patients. During the terminal phase, FPs, nurses and patients with cancer or organ failure think that the main responsibility of the FP is to make sure the patient is free from burdensome physical symptoms and that the FP should provide psychological and existential care. However, some FPs believe that providing psychological and existential care is not their task and can be delegated to other professionals.
FP as a communicator
FPs, nurses and patients saw psychological support as a task of the FP because patients are often overwhelmed by the combination of bad news and complex information around diagnosis and the follow-up consultation with the hospital specialist. However, some patients believed it is not the FP's role to deal with any issues that are non-acute.
In the beginning the frequency [of visits to FP] was at least every month, three four weeks, at times I had to go twice a week, I even went the day before the operation, or a few days before the operation, I just had to go and see the FP, just for a chat about it. (respondent with breast cancer, female, 63) FPs, nurses and most patients think that talking about future care, for example in terms of treatments and place of care, is necessary. More specifically they think that the FP should discuss and provide help with possible end-of-life decisions such as euthanasia or sedation. Respondents with dementia did not express a wish to talk about these issues with their FP, although one did express her fear about not knowing where she would go to die. Some FPs stated that this communication should take place before the terminal phase, early in the illness course, but indicated that this is often not the case.
Yes, it sometimes takes quite some time before dying comes up in the conversation. While you should really discuss it in an early stage ... knowing what they want, and how they want to die, where they want to die, what they do with it, fears about dying. (FPs 1, male, 51) Maybe when dementia is discussed it is necessary to consider the progression of the disease, the needs and how best to manage the needs: 'how would you like to be treated when you are incapable of making a decision'. You have to talk about this during lucid moments and talk about 'how do you want to be treated at the end'. But it is not always clear when is a good time to have this conversation. (FPs 3, male 45) Nurses considered that FPs should tell the patient and the family when death is imminent. Some FPs stated this as an important moment, but said it was a rather difficult thing to do.
There was a terminal patient and she lived another day or ten and she didn't stop saying 'I am dying. What is wrong with me and no one tells me anything?' We referred this to the FP […] We said, she is asking if she is going to die. Don't ignore it, talk about it. We had to repeat it 4 to 5 times.
[…] This is the task of the FP, but if FPs and nurses acknowledged that a life-limiting illness not only affects the patient but also their family and FPs should therefore be able to communicate effectively with the family; they should also assess family involvement in the patient's care in order to measure the caring capacity of the environment.
FP as a collaborator
All respondents indicated that an FP does not have to take care of every care need personally, but is expected to advise the patient on or refer to alternative options. To collaborate effectively, FPs and nurses indicated that the exchange between different caregivers about medical as well as non-medical information (for example how a patient copes with the prognosis) would be valuable. Most FPs stated that palliative care becomes their task and responsibility when death becomes imminent, when no more treatment is available or when the illness is in an advanced phase. Nurses and FPs perceived it the task of an FP to engage or consult specialist palliative home care teams as soon as he or she begins to feel that they have not got enough time for the patient, that they have reached the limits of their expertise or that they are experiencing an emotional barrier. Many FPs emphasized that at this stage they are still, and want to continue to be, responsible for or 'leading' the patient's care at the end of their life: Palliative care is a task from ourselves. (FPs 1, male, 51) Yes it is (female, 52) We are palliative care! Palliative care is not something outside our job, it is our job. (male) And sometimes you have extremely crazy things (female, 52) Yes, all right, then you ask for technical instructions, but in the end, how it is done and what is done, that's our job. (male) FPs viewed the use of specialist palliative care teams as a possibility mainly for people with cancer, but stated that they would also be of benefit to people with other life-limiting illnesses such as COPD, heart failure or dementia.
FP as a life-long learner
FPs and nurses thought that it was the FP's responsibility to stay informed about the latest developments in diagnosis and treatment of chronic life-limiting diseases and palliative care for example by following training courses. Some FPs indicated that they sometimes feel incompetent in this area and others stated that it depends on their own abilities or talents because they were often not educated enough about palliative care during their basic MD training. But Patients were included or excluded after deliberation with DD (co-author, a FP and professor in family medicine) based on their diagnosis, medication use and described health problems. GOLD, Global Initiative for Chronic Obstructive Lung Disease; MMSE, Mini Mental State Examination; <1, less; >1, more or 1 = once a month; '-', precise score for GOLD, New York Heart Association or MMSE not known for patient, but lies within range of inclusion criteria.
a Status reported by the hospital specialist or for cancer patients as reported by the patient. The partner of the patient made contact with the researcher.
Discussion
Summary of findings
Our study reveals important tasks for FPs in providing a palliative care approach for people living with a life-limiting illness, as perceived by FPs themselves, community nurses and people with cancer, COPD, heart failure or dementia. These tasks can be allocated to four overarching roles: the FP as an available medical expert, as a communicator, as a collaborator and as a life-long learner. Some of the tasks attributed to the FP apply to different phases in the illness trajectory, showing the importance of the involvement of the FP in a palliative care approach integrated into the care continuum, starting from diagnosis.
Comparison with other studies and implications for practice
The tasks and roles attributed to FPs in our study largely reflect the palliative care principles of improving the quality of life by means of early identification and treatment of physical, psychosocial and spiritual care needs (1, 5) . The roles also align with the CanMEDS Physician Competency Framework describing the abilities required to meet people's needs effectively (14) and with the principles of the European Academy of Teachers in General Practice i.e. communication, collaboration with other caregivers and training. Our results thus suggest that to provide care for patients with a life-limiting illness FPs need to combine the abilities required for good generalist care with the tasks and roles specific to this (palliative) patient population outlined in our study. By providing tasks and roles for the FP we developed a preliminary framework that can contribute to the promotion and development of the integration of a palliative care approach into primary care from diagnosis onwards.
It is noticeable that FPs, nurses and patients do not usually refer explicitly to care provided throughout the illness course as palliative care but use the term only for care during the terminal phase. However, from a semantic and theoretical perspective, what they Tasks are displayed as they are expressed by at least one of the respondents. There was some discussion or disagreement for some tasks, however, as is described in the Results section.
a Perceived by FPs. are describing covers the tasks and roles of an early palliative care approach exactly (1, 5) . The reason for not using the term 'palliative' in this context could be that palliative care originates from 'terminal' care for patients with cancer and is still perceived as synonymous with care for an imminently dying patient at a time when no more treatment is available, rather than care for a patient with an illness from which they are expected to die sooner or later. Several studies (in oncology hospital settings) have suggested that use of the term 'palliative care' may be a deterrent to the adoption of early palliative care and that 'supportive care' may be better (15) . The attitudes towards and perceptions of the term palliative care, at patient, caregiver and policy level, should be taken into account when health care systems are developing structures for integrating palliative care into the care continuum. Not all our respondents agreed on the necessity of all tasks and particularly on their timing. FPs for example disagreed on the timing of conversations about advance care planning with the patient and the family and said how difficult it was to do this at earlier phases in the illness trajectory, despite the risk of postponing the discussions until it was too late (16) . Education and training of FPs, also raised by our respondents, could improve these skills, which are often perceived as difficult (17) . However, patients also might benefit from 'training' or 'awareness-raising' as they still tend to view their FP mainly as the person to turn to in acute situations and often do not see them during treatment phases (7, 18, 19) and are unaware of the things the FP may be able to do to alleviate their various problems.
Strengths and limitations
To our knowledge this study is the first to explore the tasks and roles of FPs in palliative care throughout the illness trajectory of people living with a life-limiting illness. Our strategy of both data and investigator triangulation increases the validity of the findings. However, the addition of more perspectives could have provided insight, for example, into expectations and perceptions of the collaboration of FPs with hospital physicians. It may be possible that there are slight variations in the content of the tasks that were described in our study depending on the illness trajectory. However, our findings apply across different illness trajectories.
Using pre-existing groups for focus groups might mean that some FPs restricted their thoughts or opinions-they might have felt safer not questioning their own or others' competencies in front of their colleagues. On the other hand, the whole purpose of the pre-existing peer-review groups is to stimulate critical self-reflection and there is research showing that pre-existing groups benefit discussions (20) and also our focus groups elicited great discussion and found dissent between participants within focus groups. Another limitation is that the role of the FP as a life-long learner is shorter in comparison with other themes, but our data did not allow more development. More research is needed for this topic. Although we expect our findings to be applicable to FPs in several countries, expectations and experiences of care in Belgium may be different from those of other countries, especially those with dissimilar primary care systems.
Conclusions
In summary, if palliative care is to be integrated earlier into the care of patients with life-limiting illnesses, FPs will have an important role to play, next to specialist palliative care services. Our study illustrates what are considered the key tasks and roles of the FP in palliative care throughout the course of a life-limiting illness, starting with diagnosis. These findings can be used as an important starting framework to support, promote and develop an integration of a palliative care approach into the care continuum.
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